OBJECTIVE: 1) Evaluate key clinical parameters in patients undergoing microvascular free flap reconstructions. 2) Identify clinical factors that may be related to free flap complications and failures. METHOD: Retrospective analysis was performed on 600 patient medical records of all patients undergoing free microvascular tissue transfers at The Johns Hopkins Hospital from 1998 to 2008. Indications for surgery included surgical defects related to oncologic resection, benign tumors, trauma, non-healing wounds, hernia repairs, and congenital anomalies. Clinical parameters studied included patient demographics, past medical history, comorbidities, medication history, intra-operative surgical case characteristics, free flap monitoring techniques, postoperative course, complications leading to surgical re-exploration, and flap salvage rate. Univariate and multivariate statistical analysis and modeling was performed on clinical parameters to assess their potential contribution to free flap complications and outcomes. RESULTS: Pressors, anticoagulants, blood transfusions, advanced age, smoking, diabetes, and peripheral vascular disease did not appear to be associated with an increase in flap complications or failures. The flap monitoring method or duration of monitoring did not affect free flap outcomes. The number of free flap complications, re-explorations and intra-operative fluid balance showed statistical significance with regards to overall flap failures. Prolonged postoperative intubation time showed a small trend towards significance. The overall complication rate was greater than 10% and failure rate was less than 5% as defined by a non-viable flap. CONCLUSION: Microvascular free flaps are robust and have a relatively low surgical failure rate. Fluid balance has to be closely monitored in the intra and peri-operative time period, and fluid excess should be minimized. The number of complications and re-explorations should be limited to avoid free flap failure.
OBJECTIVE:
The aims of this audit were: 1) To compare the outcome of securing a full thickness graft by the classic tieover dressing versus simple through and through suturing. 2) To compare our results with other centers. METHOD: Study design: Retrospective study. Setting: Single institution. Patients: One hundred and nineteen patients (128 cases; median SD age, 71 11.9 years; 61.7% male) underwent excision of a suspicious neoplastic skin lesion from head and neck region requiring FTSG between July 1999 and August 2009. Intervention: The through and through suturing was compared with tie-over dressing. Outcome measurement: The outcome was compared to other centers' results. Factors which may contribute to unsatisfactory outcome were identified.
RESULTS:
One hundred and twenty-eight FTSG reconstructions were performed with a surgical area defect ranging from 36 to 3600 mm2 (median SD, 187.0 414.7 mm2). Follow-up ranged from 1 to 192 weeks. The observed graft take rate was 86.4%. There was no significant difference in the outcome when comparing the two techniques (pϭ0.75). Age, gender or defect area did not affect the take rate of graft at 5% type I error rate (pϭ0.72, pϭ0.13, pϭ0.20 respectively). Smoking and use of anticoagulants were found not to be contributory factors to failed grafts. Our results are comparable to other centers'. CONCLUSION: The tie-over "pressure" dressing does not appear essential for full thickness skin graft survival. This method also saves time and minimizes handling of the graft.
Conversion of a Pectoralis Flap to a Salvage Flap
Alexis Mandli, MPAS, PA-C (presenter); Michael Zak, DDS; Frank Chao, MD OBJECTIVE: Soft-tissue coverage of intra-oral reconstructive hardware is essential. We present a patient in whom recurrent tumor required salvage surgery, necessitating conversion of an inferiorly-based pectoralis flap to a secondary, superiorlybased salvage flap. METHOD: The patient is a 53-year-old male who underwent composite resection following radiation failure for a locallyaggressive squamous cell carcinoma of the right oral cavity. The pectoralis flap was passed intra-orally medial to the reconstruction plate, then, due to sufficient length, circumferentially wrapped around the plate along its superior, lateral, and inferior aspects. The distal end of the flap was sutured to its more proximal muscle fibers inferior to the plate, resulting in a reattachment point. Within four months the tumor recurred locally, extending to the lateral oropharynx. RESULTS: A trans-oral, trans-cervical approach was undertaken to protect the internal carotid artery and preserve the plate. To access the carotid, the pectoralis muscle was transected at the clavicle. Tumor resection necessitated severing of the muscle medially, superior to the attachment point. Despite complete transection of the pedicle inferiorly and intraorally, bleeding was brisk enough throughout the isolated muscle segment to permit its use for reconstruction. The viable muscle segment was again passed intra-orally to close the surgical defect. CONCLUSION: Anticipating local recurrence, the pectoralis flap can be designed to establish sufficient vascular integrity to convert it from an inferior to a superior-based flap. Regional revascularization facilitated by attachment of the pectoralis muscle to itself permitted early re-use of the original flap, avoiding the morbidity of a second donor site.
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